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1  | INTRODUC TION
Suicide is a global public health problem that extracts enormous per-
sonal, societal and economic burdens. Consequently, suicide preven-
tion has become a high priority on the global public health agenda 
(Turecki & Brent, 2016; Zalsman et al., 2016). The current study fo-
cused on suicidal ideation, a phenomenon that is often overlooked 
in suicide-related research and refers to the range of thoughts and 
feelings associated with thinking about, considering or planning sui-
cide (Jobes & Joiner, 2019; Klonsky, May, & Saffer, 2016).
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Abstract
Aims: This study aimed to enhance the conceptual understanding of the working alli-
ance in the context of nursing care for people experiencing suicidal ideation.
Design: A qualitative study based on grounded theory was conducted.
Methods: Two authors conducted individual semi-structured interviews from 
September 2017–January 2019. Twenty-eight nurses in 13 wards of four psychiatric 
hospitals participated. The Qualitative Analysis Guide of Leuven was used to sup-
port constant data comparisons and the cyclic processes of data collection and data 
analysis.
Findings: The nurses’ perspectives revealed that the working alliance can be under-
stood as an interpersonal and collaborative relational process. This relational process 
highlighted the core variable ‘seeking connectedness and attunement with the per-
son at risk of suicide’. The core variable underpinned three clusters: investing in the 
foundations of the working alliance, nourishing the clinical dimension of the working 
alliance and realizing an impact with the working alliance.
Conclusion: This study highlights the importance for nurses to assess, evaluate and 
respond to persons’ suicidal ideation in harmony with a commitment to connect with 
them and attune to their perspective.
Impact: The relational process uncovered through this study offers valuable insights 
to support advanced nursing practice, where nurses meaningfully integrate relational 
elements of care with their contributions to suicide prevention and treatment.
K E Y W O R D S
grounded theory, nurse–patient relationship, nurses, nursing, psychiatric hospitals, qualitative 
research, suicidal ideation, suicide, working alliance
2  |     VANDEWALLE Et AL.
Qualitative studies have increased the understanding of ele-
ments that play a role in suicidal ideation, including hopelessness 
and ambivalence; loneliness and lack of self-worth; disconnection 
from humanity; and an inability to maintain control and cope with 
life (Berglund, Astrom, & Lindgren, 2016; Talseth & Gilje, 2018). 
Quantitative studies have also developed a clearer picture of factors 
that increase suicide risk—including previous suicide attempts, so-
cial isolation and mental health difficulties—and factors that protect 
against suicide—including coping skills, hopefulness and connected-
ness (Batty et al., 2018; Franklin et al., 2017).
Connected to the particular personal and interpersonal nature of 
suicidal ideation, there is a body of evidence across healthcare disci-
plines that highlights the working alliance as a cornerstone in suicide 
prevention and treatment (Dunster-Page, Haddock, Wainwright, 
& Berry, 2017; Gysin-Maillart, Soravia, Gemperli, & Michel, 2017; 
Hagen, Hjelmeland, & Knizek, 2017).
1.1 | Background
The ‘working alliance’ is a well-known relational concept in the field 
of psychotherapy and involves agreeing on goals, assigning tasks, and 
developing bonds (Bordin, 1979). Positive associations have been re-
ported between the working alliance and therapy outcomes for indi-
viduals with mental health difficulties (Flückiger, Del Re, Wampold, 
& Horvath, 2018). Horvath, Del Re, Flückiger, and Symonds (2011, 
p. 15) described the working alliance as an integrative relationship 
that is influenced by and is an essential and inseparable part of eve-
rything that happens in therapy.
In nursing practice, the fundamental need to develop interper-
sonal relationships with patients is emphasized throughout nursing 
theories (Peplau, 1989; Watson, 1979). However, literature across 
healthcare settings suggests that nurses struggle to develop inter-
personal relationships with patients and to reconcile these rela-
tionships with medical–technical standards of practice (McAllister, 
Robert, Tsianakas, & McCrae, 2019; Wiechula et al., 2016). In car-
ing for people experiencing suicidal ideation, nurses often find it 
difficult to meaningfully integrate relational elements of care with 
suicide risk assessment and management (Hagen et al., 2017). This 
is evident in the perspectives of people experiencing suicidal ide-
ation, who assert that they do not want to be ‘objectified’ or ‘treated 
mechanically’ by custodial practices and impersonal and controlling 
interactions, but prefer a human, close relationship with nurses 
(Cutcliffe, Santos, Kozel, Taylor, & Lees, 2015; Hagen, Knizek, & 
Hjelmeland, 2018; Lees, Procter, & Fassett, 2014).
These insights reflect a need to enhance the understanding of 
nurse–patient relationships that facilitate an integrative perspec-
tive in nursing practice, such as the working alliance. Previous work 
described the working alliance as a relationship that underpins ef-
fective suicide risk assessment and management (Fowler, 2012; 
Jobes, 2012). However, in nursing care for people experiencing sui-
cidal ideation, the working alliance remains elusive in terms of what 
it means and how it is expressed in practice.
2  | THE STUDY
2.1 | Aim
The aim of the study was to enhance the understanding of the work-
ing alliance in the context of nursing care for people experiencing 
suicidal ideation from the perspective of nurses in psychiatric wards.
2.2 | Design
A qualitative interview study based on grounded theory was con-
ducted. This approach was used to uncover and understand the 
concepts and processes that are grounded in nurse–patient rela-
tionships (Glaser & Strauss, 1967). Constant data comparison and 
cyclic processes of data collection and analysis were prioritized 
(Hallberg, 2006).
2.3 | Participants
Nurses were recruited from 13 wards of four psychiatric hospitals, 
geographically spread across Flanders, the Dutch-speaking part of 
Belgium. Potential participants were first informed and invited by the 
head nurses in the wards. To guide this process, the interviewers in-
formed the head nurses about the nature and goal of the study and the 
inclusion criteria. Nurses could participate if they had clinical experi-
ence in caring for people with suicidal ideation in the past year. The 
interviewers approached the potential participants by email to sched-
ule the interviews. The nurses (N = 28) were employed in adult wards, 
which were divided according to psychotherapeutic orientation (e.g., 
psychodynamic), psychiatric disorder (e.g., anxiety disorders) or age 
group (e.g., 35–65 years). Nineteen nurses identified themselves as 
female and nine as male. The nurses were aged between 22 and 61; 
more than half of them had worked for more than 9 years as nurses.
2.4 | Data collection
The first and fourth author conducted individual semi-structured 
interviews from September 2017–January 2019. These male inter-
viewers had prior experience as nurses in psychiatric hospitals. The 
eighth author had advanced expertise with qualitative research. She 
followed the interview process closely and supported the interview-
ers in developing their interview style. Interviews were guided by 
the verbal accounts of the nurses, the interviewers’ active listening 
skills and an interview guide with open-ended questions concerning 
nurse–patient relationships. Table 1 presents a sample of the inter-
view questions.
The interviews were held in the hospitals, lasted between 
59–120 min (mean 77) and were audio-recorded and transcribed 
verbatim. The interviewers made field notes of each interview 
to capture relevant non-verbal and contextual data (Phillippi & 
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Lauderdale, 2018). Participants were initially selected through 
purposive sampling, followed by waves of theoretical sampling. In 
keeping with grounded theory, this stepwise process ensured con-
ceptual development from the emerging insights (Draucker, Martsolf, 
Ratchneewan, & Rusk, 2007) and supported recruiting nurses with 
varying experiences and demographic characteristics.
2.5 | Ethical considerations
The Ethical Committees of the Ghent University Hospital and the 
participating hospitals approved this study (B670201630531). Using 
an informed consent document and face-to-face interaction, the re-
searchers informed participants of the nature and goal of the study 
and assured them that participation was voluntary, that they could 
stop participating at any time and that confidentiality was assured. 
All participants provided written and verbal informed consent prior 
to their participation.
2.6 | Data analysis
The Qualitative Analysis Guide of Leuven was used to support the 
iterative processes of gradually deepening the analysis based on 
constant data comparison (Dierckx de Casterlé, Gastmans, Bryon, 
& Denier, 2012). The first and fourth author immersed themselves 
in the data by reading the transcripts repeatedly and listening to 
the audio recordings, developing narrative reports and conceptual 
schemes of each interview and adding memos. The eighth author 
read all transcripts and added memos. The three authors engaged 
in open discussions about the emerging data and concepts to de-
velop preliminary insights and guide decisions to collect new data 
(Draucker et al., 2007). Additional discussions were held with three 
other researchers who read some of the transcripts. This researcher 
triangulation process inspired constant comparison within and be-
tween the interviews (Morse, 2015). In line with the analysis guide 
(Dierckx de Casterlé et al., 2012), this helped the research team dis-
cover the core processes involved in the working alliance and to gen-
erate a list of concepts used to initiate a coding process in NVivo 12 
(QSR International). The final stage was characterized by rereading 
the interviews and team discussions to fully uncover and understand 
the essential structure. Finally, the concepts and processes were or-
ganized into three clusters and a core variable. Data saturation was 
reached in each cluster, but not for all the relationships between the 
clusters.
2.7 | Rigour
Several strategies were used to increase the trustworthiness of 
the study. Researcher triangulation was prioritized to expand 
the depth and the credibility of the conceptual meanings and 
dynamics (Morse, 2015). Additionally, an audit trail was used for 
transparent reporting of decision-making throughout the study 
(Bowen, 2009). Furthermore, the first and fourth author prior-
itized reflexivity by reflecting systematically on their personal 
and professional experiences and by discussing transcripts of 
these reflections with each other and with the eighth author. 
This supported the explicit recognition of how their preconcep-
tions might impact their interview style and data interpretation 
(Brunero, Jeon, & Foster, 2015).
TA B L E  1   Sample of the questions used during the semi-
structured interviews with nurses
• How do you experience your encounters with people who have 
suicidal thoughts and feelings?
• What is, based on your experience as a nurse, important in 
working with people who experience suicidal ideation?
Questions to explore nurses’ accounts about the nurse–patient 
relationship
• You spoke about forming a connection with patients who 
experience suicidal ideation.
a. How do you form that connection?
b. What aspects of your interaction with patients make you think 
that this connection becomes stronger?
c. What meaning does this connection have in working with 
patients who experience suicidal ideation?
• You mentioned that you try to be present for patients who 
experience suicidal ideation.
a. What does that mean for you as a nurse?
b. How would you describe: ‘now I demonstrate genuineness to a 
patient’? 
• What meaning does trust have for you/for the patient/for the 
relationship?
a. How does this sense of trust evolve in your relationship with 
patients with suicidal ideation?
b. What signs make you think that there is trust in your 
relationship with the patient?
• How does it feel for you to interact with patients who experience 
suicidal ideation? How do you cope with these personal feelings?
Questions to explore nurses’ accounts about clinical and organizational 
aspects
• How do you assess/evaluate peoples’ suicidal thoughts and 
feelings?
a. Can you tell me more about this intuitive understanding?
b. How do you initiate/ build conversations with patients about 
suicide?
• How do you use these safety/ suicide prevention procedures 
(such as observations, restraint, seclusion)?
a. What is your role as a nurse in using these procedures?
b. How do you reconcile your efforts to assess/ manage suicide 
risk with the relationship you have with patients?
• Is your approach to people who are at high risk of suicide similar 
or different?
• How do you determine this point: ‘now I have to take over control 
of the patient’? Do you have an example of this?
• What aspects support or hinder your work with people who 
experience suicidal ideation (e.g., team-related aspects)?
Questions at the end of the interviews
• Would you like to share anything else that you think is important 
when working with people with suicidal ideation?
• How did you experience the interview? How was it for you to talk 
about this topic?
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3  | FINDINGS
From the nurses’ perspectives, the working alliance is understood 
as an interpersonal and collaborative relational process. In this non-
linear process, the authors identified a core variable and three clus-
ters: investing in the foundations of the working alliance, nourishing 
the clinical dimension of the working alliance and realizing an impact 
with the working alliance. The findings are presented in Figure 1 and 
illustrated by the participant quotes in Table 2.
3.1 | Core variable
The core variable for developing a working alliance with patients ex-
periencing suicidal ideation was ‘seeking connectedness and attune-
ment with the person at risk of suicide’. This core variable captured 
the ways by which nurses tried to achieve meaningful contact with 
patients; assess, evaluate and respond to patients’ suicidal idea-
tion; and reach their goal to safeguard patients against suicide and 
help them turn away from suicidal ideation. The core variable was 
linked with a power dynamic in nurse–patient relationships. Nurses 
sometimes developed an ‘instrumental tie’ with patients that en-
compassed a controlling and directing approach. Forming a working 
alliance required nurses to carefully use their professional power, 
thereby opening doors to involve patients, connect with them as 
persons and attune to their needs and perspectives. Consequently, 
nurses laid the foundation for an interpersonal and collaborative re-
lational process.
In this relational process, seeking connectedness and attune-
ment motivated the nurses to establish a basis of trust and open 
communication and to demonstrate a commitment from person to 
person. Moreover, this core variable interacted with the way nurses 
nourished the clinical dimension of the working alliance. Nurses 
tried to assess, evaluate and respond to peoples’ suicidal ideation in 
a way that harmonized with their focus on connecting with them and 
attuning to their perspective. For this purpose, nurses developed a 
range of interpersonal and collaborative strategies. Furthermore, by 
seeking connectedness and attunement, nurses perceived that they 
could have an impact with the working alliance in the form of ‘es-
tablishing relational security’ and ‘creating lifelines in difficult times’.
F I G U R E  1   The processes and concepts involved in the working alliance
Investing in the
foundations of the
working alliance
Establishing a basis of trust and open communication Establishing relational security
Creating lifelines in difficult times
Getting to know the person while buliding
suicide-related understanding
Having a minimal amount of trust in each other
Assessing and evaluating persons’ suicidal ideation
Facilitating a shared sense of openness
Reflecting a space for patients to feel validated
Enriching the platfrom to deal with difficulties
Leaving the door open for positivity and change
Functioning as a safety net
Enhancing knowledge and understanding
Bridging difficult moments together
Nuturing meaningful perspectives and valuable
insights
Striking a balance between protecting patients and
preserving autonomy and connectedness
Shaping and providing collaborative responses to 
the person with suicidal ideation
Core variable: seeking connectedness and attunement with the person at risk of suicide
Adapting one’s approach of assessing and
evaluating suicidal ideation
Being sensitively vigilant and attentive
Initiating and facilitating contact with patients
Focusing beyond the instrumental tie
Being genuine and transparent
Being validated and supported in the team
Feeling supported by the ward culture and
organization
Conveying closeness and support
Being reflective and raising self-awareness
Demonstrating a commitment from person to person
Experiencing adequate contextual support
Nourishing the
clinical dimension of 
the working alliance
Realising an
impact with the 
working alliance
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TA B L E  2   Quotes illustrating the findingsa
Investing in the foundations of the working alliance
Establishing a basis of trust and open communication
Having a minimal amount of trust in each other
‘I invested a lot of time in contact with him. That was important 
for him in order to be able to trust me. Although approaching 
others was very difficult for him, upon that sense of trust he could 
occasionally come and talk to me’. (Participant 5)
Initiating and facilitating contact with patients
‘Some people do not dare to contact me in the beginning. But 
the fact that I regularly reach out to them often provides a little 
encouragement, or a step toward approaching me, to open up 
about their suicidality. So people know: “If I want to talk about it, 
then I’m able to do so” ’. (Participant 24)
Focusing beyond the instrumental tie
‘Our regular contact with patients is often called “surveillance,” but I 
prefer to call it “being there for that person”… Of course it involves 
some controlling, but for me it's not primarily about controlling the 
person. It is not like: “Okay, you're still alive,” and I go further. It's 
really trying to make contact with patients: “How do you feel?,” 
“What do you need?”’ (Participant 19)
Demonstrating a commitment from person to person
Being genuine and transparent
‘I’m as transparent as possible about what I think and feel. Then 
I feel genuine toward patients. You know, I’m a nurse but also a 
person. So, sometimes I tell something about my personal life. I 
consider this as a form of human contact. It's not merely about: "I 
administer medication, I observe, and I write’. (Participant 9)
Conveying closeness and support
‘I belief that conveying closeness is important, seeking attunement, 
showing that I understand that struggling with these [suicidal] 
thoughts must be very difficult for them… I think you should be 
able to allow yourself to be touched in a genuine way. But not 
in a way that knocks you down… That you listen carefully to 
your patient but also reflect about what these interactions do to 
yourself’. (Participant 11)
Being reflective and raising self-awareness
‘When interacting with patients who have suicidal thoughts, I 
sometimes carry a burden with me. And then it's crucial for me to 
carefully reflect about this, so that I can continue to respond in 
an attuned way; not being too protective but also not being too 
laissez-faire. Therefore, I often reflect about how I experience 
situations; What was her intention with this suicidal expression?’ 
(Participant 28)
Experiencing adequate contextual support
Being validated and supported in the team
‘You do carry that concern with you as a nurse. While I was very 
happy that the conversation brought him some relief, his suicidal 
expressions were also very confronting for me. Then it was 
important for me to ventilate about this in my team and to notice 
that they validated my concern. So, I could relieve my burden, 
otherwise I cannot maintain that contact with the same frequency 
or intensity’. (Participant 17)
(Continues)
Investing in the foundations of the working alliance
Feeling supported by the ward culture and organisation
‘Unfortunately, many of my co-workers have the reflex: “we're going 
to protect you.” And they make sure that everything is documented 
in order to cover themselves, and to meet the expectations in 
our organisation concerning suicide prevention. I struggle with 
that. I believe we should focus more on good care for patients, on 
forming that connection, and supporting their healthy part. I do 
this by creating moments of togetherness, such as doing the dishes 
together, sitting next to patients, or talking about their hobbies’. 
(Participant 4)
Nourishing the clinical dimension of the working alliance
Getting to know the person while building suicide-related 
understanding
Assessing and evaluating the person's suicidal ideation
‘It's very insightful for me to explore what the function is of their 
suicidal expressions, and to attune my interventions to this… I 
notice that many patients do not necessarily want to die, but 
that something has to change in their life. It's something that 
overwhelms them, making suicide the only possible option’. 
(Participant 22)
Being sensitively vigilant and attentive
‘I don't have a crystal ball, I cannot look into their head. So, I have 
to make contact, and start a conversation with patients. But 
even then, you sometimes don't know or observe that people 
have suicidal thoughts. So, you have to be vigilant. For example, 
to notice that someone makes an instant switch from being very 
suicidal to being very happy’. (Participant 7)
Adapting one's approach toward assessing and evaluating suicidal 
ideation to personal style and connectedness
‘There's a protocol in the hospital which expects us to literally 
question: “Do you have suicidal thoughts?” I can understand the 
hospital's perspective, that this serves safety and is a cover in 
case something happens. But I find it difficult to focus directly 
on that during a first conversation, because this feels forced and 
uncomfortable. I prefer to have a natural conversation, instead 
of that protocol, and build on the things I hear in their story’. 
(Participant 18)
Shaping and providing collaborative responses to the person with 
suicidal ideation
Bridging difficult moments together
‘I belief it's important to convey closeness to patients who 
struggle with these [suicidal] feelings, and to make agreements 
with them. So I can be there for them if they need me, without 
putting patients at the highest observation level. Otherwise you 
intensively restrict patients based on a rigid framework, which is 
not attuned to the person’. (Participant 8)
Striking a balance between protecting patients and preserving their 
sense of autonomy and connectedness
‘If people want to leave for the weekend then I make an assessment, 
give trust to them, and allow them to take responsibility. I don't 
think that it makes sense to take every bit of responsibility away 
of them. Often, people are moms, dads, employees; they still fulfil 
roles and responsibilities, they can still do things! It's not because 
someone is suicidal that you must be very protective and take over 
control’. (Participant 1)
TA B L E  2   (Continued)
(Continues)
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3.2 | Investing in the foundations of the 
working alliance
Three constructs were uncovered in this cluster: ‘establishing a 
basis of trust and open communication’, ‘demonstrating a commit-
ment from person to person’ and ‘experiencing adequate contextual 
support’.
3.2.1 | Establishing a basis of trust and open 
communication
The data highlighted that nurses and patients needed a minimal 
amount of trust in each other to work together. Nurses expressed 
that trust is fragile and often not present from the start; people with 
suicidal ideation often lacked trust, especially when they did not yet 
know the nurse or were dealing with extreme distress or psychiatric 
symptoms, such as psychosis. Similarly, nurses indicated that their 
sense of trust in patients was lower when they did not yet know 
the patients and it could be compromised when patients expressed 
self-destructive behaviour (e.g., overdose) or appeared to hide or lie 
about their suicidal ideation.
Nurses commonly expressed that trust was a prerequisite for pa-
tients to become more open and honest in their communication. For 
example, they referred to patient expressions that reflected a grow-
ing trust (e.g., ‘he began to ask me about practicalities’). Nurses tried 
to promote a basis of open communication by initiating and facilitat-
ing contact with patients. Therefore, they presented themselves as 
available and accessible, reached out to patients and encouraged pa-
tients to come and talk to them. Furthermore, most nurses indicated 
that they should ‘dare to talk’ about suicidal ideation because, other-
wise, patients may not disclose their suicidal ideation. Additionally, 
nurses emphasized that they reassured patients that they can dis-
close their suicidal ideation, but also that they should not force dis-
closure since this could undermine peoples’ trust.
The nurses’ accounts highlighted that some framed trust and 
open communication as part of an ‘instrumental tie’ that enabled 
them to influence and control the management of suicide risk. 
Their perspectives reflected efforts to ‘gain’ trust from patients 
and to create conditions for open communication that served 
instrumental aims to gather suicide-related information from pa-
tients, assign a risk level and coordinate patient surveillance. Other 
Nourishing the clinical dimension of the working alliance
Nurturing meaningful perspectives and valuable insights
‘I also try to get an indication of the things that still drive them, 
that have meaning for them. No matter how small these things 
are: “what are your reasons to stay alive,” and how can we try 
to enlarge these reasons in such a way that these become large 
enough to find some strength?’ (Participant 21)
Realising an impact with the working alliance
Establishing relational security
Facilitating a shared sense of openness
‘It's of utmost importance to establish a relationship in which there 
is trust, in which people feel something genuine about me, look 
for me, and can come to me. Then I feel that connection; that I get 
more access to patients, and that there is a sense of openness, 
which reassures them, secures them. Then, people can be open 
about their thoughts and feelings, and what these mean to them’. 
(Participant 12)
Enhancing knowledge and understanding
‘People say for instance, “I want to drive into a tree,” as a suicidal 
expression. But often there is something underneath, which I 
don't know directly. It may be caused by a sense of being rejected 
or feeling hopeless? And the more I have a connection with 
people, and can attune to them, the more I can understand this’. 
(Participant 2)
Functioning as a safety net
‘She said to me: “I like to go for a walk.” And then I replied, “You like 
to go for a walk but you also said: I don't want to live anymore.” 
Simultaneously, I had a connection with her, and I know that 
walking can provide relief for her distress. With this in mind, we 
agreed that she could leave the ward, provided that she took 
her phone with her… When she returned, she said, “I came back 
because we made an agreement, then I cannot suddenly attempt 
suicide”’. (Participant 23)
Creating lifelines in difficult times
Reflecting a space for patients to feel validated
‘Recently a patient said to me: “I feel you're genuinely concerned 
about me.” That man had not had that feeling for a very long time. 
And then it's nice to hear that my way of being and doing could 
gave him that feeling, and that it relieved his suffering. I really 
believe that patients can feel it when I’m open about my concern 
for them, and that this can do good for them, and make things 
clearer. And it's genuine, I wouldn't say that if I didn't mean it. I 
hope nobody does’. (Participant 14)
Enriching the platform to dealing with difficulties
‘I feel that with this safety plan, patients become more aware of 
their suicidal thoughts and get valuable insights. Then, I hope they 
start to recognise earlier: “I’m in that phase, what could I do to 
de-escalate my emerging suicidal thoughts”… The safety plan is 
also valuable for myself. As a nurse, I observe and sense a number 
of things, like patients who increasingly withdraw themselves. 
Then, being able to document these things in patients’ safety plan 
provides a clear picture, and helps me to recognise warning signs 
together with patients’. (Participant 27)
Leaving the door open for positivity and change
TA B L E  2   (Continued)
Realising an impact with the working alliance
‘I prefer to give freedom and opportunities to people, even though 
they are suicidal. So, I facilitate people leaving for the weekend, 
provided that we can make agreements. For example, we can 
agree to make a phone call, to discuss how they are doing, to stay 
in contact… I do so because I feel that being too restrictive is not 
the right way. I mean, you can keep people on the ward but, then, I 
believe, and I really speak from experience, that people sometimes 
develop more suicidal thoughts’. (Participant 16)
aThe quotes were translated from Dutch into English. 
TA B L E  2   (Continued)
(Continues)
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nurses framed trust and open communication as a foundation on 
which patients can approach them and engage in collaborative in-
teractions. These accounts made it clear that a crucial foundation 
for developing a working alliance is the nurses’ commitment from 
person to person.
3.2.2 | Demonstrating a commitment from person 
to person
Nurses highlighted their intention to be genuine and transparent in 
their contact with patients. Being genuine included nurses’ expres-
sions of authentic concern and appropriate levels of self-disclosure 
to foster a sense of shared humanity. Likewise, nurses used expres-
sions such as ‘not acting as a robot’ to emphasize their intention to 
interact with people by their personal involvement, as opposed to in-
teracting with people in a strictly procedural manner. Closely related 
to being genuine, nurses invested in being transparent, which they 
framed as a means for sharing each other's expectations and experi-
ences about the working alliance. For example, several nurses were 
transparent with patients about emerging relational difficulties, not 
to blame patients, but to resolve disruptions in the course of interac-
tion and, simultaneously, to confirm their willingness to connect with 
patients and attune to their perspective.
Additionally, nurses stressed the importance of conveying close-
ness and support through regularly being with patients, being ap-
proachable, asking how they can help and providing encouragement. 
Nurses also highlighted the moments of togetherness they estab-
lished with patients, such as walking outside together. Furthermore, 
nurses found it important to attend to peoples’ narratives, by pre-
senting themselves as non-judgemental, interested, willing to listen 
and by validating peoples’ emotions. While nurses expressed the 
need for a commitment from person to person, the data highlighted 
that this was not an obvious pursuit and that some nurses were not 
oriented to demonstrating such commitment.
Nurses emphasized that interacting with patients—including 
talking about suicide, retaining a constant alertness and dealing 
with uncertainties—could put high demands on them and evoked 
feelings of anxiety, helplessness and responsibility. This could 
leave them feeling emotionally exhausted or paralysed and un-
able to continue patient interactions at the same frequency or 
intensity. Considering these experiences, nurses elaborated on 
the need to be reflective and self-aware to centre their interac-
tions on connecting with patients and attuning to their perspec-
tive. This enabled the nurses to become aware of the feelings that 
patients evoked in them and to regulate these feelings when re-
sponding to patients. For example, several nurses stressed that 
reflection was needed to regulate their anxiety, because other-
wise this could trigger them to assess suicide risk as higher than 
it is and respond in ways they perceived as ‘too controlling and 
instrumental’. Likewise, such notions of reflexive practice were 
largely absent in nurses who interacted with patients as part of 
an ‘instrumental tie’.
3.2.3 | Experiencing adequate contextual support
About the demands of developing a working alliance, nurses com-
monly expressed the need to experience adequate contextual sup-
port. They emphasized their need to be validated and supported in 
the team by being allowed to ventilate adverse emotions, ask advice, 
share responsibilities and receive confirmation of their contributions. 
The team support enabled them to regulate their emotions and un-
certainties around their interactions with people experiencing suicidal 
ideation. However, some nurses stated that they did not feel safe ex-
pressing their emotions and opinions, feeling that they were not heard 
or that their professionalism was being questioned. For example, they 
perceived that their co-workers did not appreciate their intentions to 
convey closeness to patients or labelled them ‘too sensitive’ when 
being emotional after talking with a person at risk of suicide.
Experiencing adequate contextual support was also related to 
the ward culture and organization. Some nurses referred to heavy 
workloads, multiple patient assignments and staffing shortage 
as conditions that impeded their ability to interact with patients. 
Simultaneously, nurses referred to their experiences of working in 
ward cultures that enforced defensive and procedural practices, 
such as intensive reporting and restraining and secluding people at 
risk of suicide. Some nurses conformed rigidly to these methods, 
especially when they focused on developing an ‘instrumental tie’ 
with patients and when they dealt with fears of blame and liti-
gation concerning possible adverse outcomes, including suicide. 
However, with the aim of developing a working alliance, nurses 
criticized overly defensive and procedural practices, asserting 
that these practices gave rise to interactions steeped in control, 
which could undermine peoples’ trust and open communication. 
Instead, these nurses preferred a ward culture that supported 
them in establishing interpersonal and collaborative interactions 
with patients.
3.3 | Nourishing the clinical dimension of the 
working alliance
Two constructs were uncovered in this cluster: ‘getting to know the 
person while building suicide-related understanding’ and ‘shaping 
and providing collaborative responses to the person with suicidal 
ideation’.
3.3.1 | Getting to know the person while building 
suicide-related understanding
Nurses were focused on assessing and evaluating patients’ suicidal 
ideation, especially at admission and before situations they per-
ceived as ‘risky’ (e.g., ward leave). They aimed to assess the pres-
ence and severity of patients’ suicidal ideation, primarily by talking 
with, listening to and observing patients and by seeking assistance 
from co-workers. Opposed to interacting with people as part of 
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an ‘instrumental tie’, the nurses emphasized that assessing and 
evaluating suicidal ideation comprises more than gathering infor-
mation with a view to preventing suicide. Nurses found it impor-
tant to enable people to express their experiences, for instance, 
by taking assessments as part of an open conversation. Nurses 
indicated that this allowed them to get to know each patient as 
a person. Some nurses also expressed that this helped them to 
understand the nature (e.g., loneliness) and function of peoples’ 
suicidal expressions.
Additionally, nurses emphasized the need to be sensitively vigilant 
and attentive, which involved being alert and using intuition to foresee 
dangerous situations and detect warning signs of emerging suicidal 
ideation. This enabled the nurses to notice verbal and behavioural 
cues that otherwise may pass unnoticed (e.g., a patient's absence). 
Moreover, according to several nurses, being sensitively vigilant and 
attentive was a prerequisite to recognizing needs and positive signs in 
patients, which could be subtle and hard to notice. Some nurses also 
expressed a sensitivity to identify medical issues relevant to peoples’ 
suicidal ideation (e.g., psychiatric symptoms) or to capture information 
that could inform their treatment or safety plan.
The analysis highlighted that nurses adapted their approach 
towards assessing and evaluating suicidal ideation to their per-
sonal style and relationship with patients. Some nurses presented 
themselves as ‘direct’, focusing more on asking people explicitly 
about suicide, even in the first contact and in the absence of ap-
parent signs of suicidal ideation. They believed that their direct 
approach provided clear information and conveyed the message 
to people that it is acceptable to talk about suicide. Others voiced 
a more indirect approach, focusing on searching ways to build 
conversations towards asking about suicide, for instance by re-
sponding to behavioural cues, asking about peoples’ mood and 
using their language (e.g., ‘dark thoughts’). Nurses indicated that 
approaching people in this way allowed natural and nonthreaten-
ing interactions that felt more comfortable for themselves and en-
abled people to disclose sensitive issues. These nurses expressed 
ambivalence towards conducting suicide risk assessments when 
they did not yet have a connection with patients. Moreover, some 
refrained from using structured assessment instruments because 
they felt it reflected a formal approach that hampered their con-
nectedness with patients.
3.3.2 | Shaping and providing collaborative 
responses to the person with suicidal ideation
Nurses aimed to respond to persons with suicidal ideation in ways 
they considered joint and collaborative. They were oriented on 
‘bridging difficult moments together’ by being approachable, es-
tablishing moments of togetherness and clarifying their connection 
with patients (e.g., ‘we will meet again tomorrow’). Moreover, nurses 
encouraged patients to approach their co-workers and raised co-
workers’ awareness for peoples’ suicide risk and their wishes about 
care and treatment. A minority of nurses also reported that they 
motivated family members’ involvement, for instance to support the 
safe coordination of ward leave. Furthermore, nurses were involved 
in building dialogue with patients. Dialogue reflected a power dy-
namic in the relationship. Whereas nurses used dialogue to explore 
risks together with patients and shape shared agreements about 
safety; dialogue could also follow an instrumental discourse through 
which nurses converted patients to believe in and accept their view-
points on how to ensure safety.
Shaping and providing collaborative responses reflected the dif-
ficulty of striking a balance between protecting people and preserv-
ing their sense of autonomy and connectedness. Nurses expressed 
that trust can be the tipping point in striking this balance. They were, 
for instance, more inclined to support patients’ ward leave when 
they had more trust in patients, that is, from the moment they got 
to know the patients and had an idea of their suicidal ideation. This 
again reflected a power dynamic, where some nurses shifted easily 
towards taking control of patients, such as by invoking detention or-
ders, whereas others left the door open for dialogue to explore the 
opportunity to give trust to people and enable them to take respon-
sibility. Simultaneously, nurses perceived that some people were so 
preoccupied with suicidal plans that it was not possible to collabo-
rate with them and that they needed to assist them to prevent im-
minent suicide risk.
In this context, nurses often contemplated about ‘when’ and ‘how’ 
to protect patients and the potential consequences. The nurses who 
prioritized interpersonal and collaborative interaction often referred 
to containment interventions that impeded their connectedness with 
patients, such as seclusion, or ‘automatically’ restricted peoples’ au-
tonomy by increasing observation levels. Accordingly, nurses refrained 
from initiating containment interventions or tried to use these inter-
ventions in a flow of connectedness and attunement. They voiced 
strategies that reflected this intention, such as involving people in de-
cision-making about restrictions; conveying closeness and support to 
people while conducting observations or when attending to people 
in a locked room; and convincing people that they must not interpret 
restrictions punitively but as an act that is in their best interest.
Nurses’ responses to persons with suicidal ideation also focused 
on nurturing meaningful perspectives. They differed in their ap-
proach, with some nurses focused more on encouraging peoples’ 
sense of meaningful activity, for instance by inviting them to do 
sports or drink a coffee together. Others focused more on establish-
ing encouraging conversations where they expressed their belief in 
people, acknowledged ‘small’ achievements and created opportuni-
ties to talk about meaningful aspects in peoples’ lives (e.g., children). 
Additionally, some nurses expressed uncertainty about the appro-
priateness of nurturing meaningful perspectives, believing that 
explicit efforts, such as encouraging physical activity, may not be at-
tuned to peoples’ preferences or their experiences of hopelessness. 
Furthermore, several nurses stressed their aim to nurture valuable 
insights in patients. They referred to conversations where they tried 
to help people raise awareness of their suicidal ideation and to iden-
tify and organize their disturbing, sometimes chaotic, thoughts and 
feelings. Also, some nurses elaborated safety plans with patients, 
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either to support patients’ insights about coping with suicidal ide-
ation (e.g., recognize warning signs) or incorporate professionally 
informed strategies to protect or distract patients.
3.4 | Realizing an impact with the working alliance
Two constructs were uncovered in this cluster: ‘establishing rela-
tional security’ and ‘creating lifelines in difficult times’.
3.4.1 | Establishing relational security
This construct reflected the nurses’ perceived impact of the working 
alliance in terms of safeguarding people against suicide. Nurses high-
lighted that developing a working alliance could facilitate a shared sense 
of openness. Seeking connectedness and attunement could produce a 
sense of security that enabled people to trust them and subsequently, 
to approach them, engage in dialogue and more freely express their 
suicidal ideation. Simultaneously, nurses expressed an increased confi-
dence in communicating with people when they perceived that they ap-
proached them and disclosed their suicidal ideation. Some nurses even 
indicated that they did not undertake explicit suicide risk assessments 
when they ‘sensed’ that their connectedness with people was sufficient 
to assume that they would approach and talk with them when needed.
Establishing relational security also involved ‘enhanced knowing 
and understanding’. Nurses referred to the sense of security resulting 
from getting to know each other and building understanding about 
peoples’ suicidal ideation. Nurses expressed that deeper forms of 
knowing and understanding were predicated on their everyday close-
ness to people. They pointed to their increased ability to know and un-
derstand once they felt more connected and attuned to people. From 
that moment, nurses felt more able to sense peoples’ needs, ‘truly’ feel 
their suffering, or recognize signs of emerging suicidal ideation.
Establishing relational security also involved what nurses per-
ceived as ‘safety nets’. They asserted that their connectedness and 
agreements with patients could function as a ‘secure base to hold 
onto’ and subsequently, supported peoples’ safety over a period, 
even without direct contact. This was exemplified in expressions 
such as, ‘patients stay alive because of the connection we have’, 
or ‘patients do not attempt suicide because of the agreements we 
made’. Additionally, nurses referred to the safety nets they created 
by advocating for patients in the multidisciplinary team. Once they 
developed a connection with patients, nurses felt more able to set 
patients up for further help-seeking, for instance, by encouraging 
people to approach other nurses or referring people to the therapist 
or psychiatrist.
3.4.2 | Creating lifelines in difficult times
This construct reflected the perceived impact of the working alli-
ance in terms of helping patients turn away from suicidal ideation. 
Nurses indicated that the working alliance could ‘reflect a space 
for patients to feel validated’. By seeking connectedness and at-
tunement, nurses tried to convey the message to people that, after 
all, they may have some worth and meaning as a person. Nurses 
perceived that this validating space was supported by their poten-
tial for being genuine and transparent, talking with and listening to 
people with interest and without judgement, providing confirma-
tions of connectedness and offering people a level of freedom and 
choice.
Creating lifelines was also underpinned by ‘enriching the plat-
form to deal with difficulties’. As part of the developing working 
alliance, nurses often perceived themselves as more able to facili-
tate ‘small gains’ in patients, which reflected their experience that 
patients are often not, or only a little, focused on ‘staying alive’. This 
was revealed in their expressions, such as trying to create ‘a spark of 
hope’ or ‘a bright spot’. Nurses facilitated conversations and activ-
ities that could provide encouragement to people, relieve distress 
(e.g., by expressing suicidal ideation) and help them distract them-
selves from suicidal ideation. Additionally, ‘enriching the platform to 
deal with difficulties’ represented conversations with people about 
‘how to deal with suicidal ideation’. Several nurses perceived that 
such conversations enabled their capacity to respond to patients’ 
difficulties and could be therapeutic for patients, through nurturing 
insight into their suicidal ideation and supporting their coping strate-
gies. However, the conversations with patients were not always part 
of collaborative interactions. Some nurses were primarily concerned 
with gathering suicide-related information and using this informa-
tion to exercise control and influence over patients, such as when 
building dialogue.
Furthermore, nurses tried to create lifelines by ‘leaving the door 
open for positivity and change’. This process reflected the effects 
that nurses attributed to their thoughtful balancing between pro-
tecting people and preserving their sense of autonomy and connect-
edness. To strike this balance, nurses often referred to their dialogue 
with patients to prepare and facilitate ward leave, believing that 
by giving trust to people to take such steps, as opposed to ‘taking 
all responsibilities away’, they preserved opportunities for people 
to maintain control, stay connected with their natural context and 
still have positive experiences. Several nurses also perceived that, 
by using containment interventions (e.g., seclusion) judiciously, they 
could prevent people from experiencing a deterioration in their con-
dition, such as increased hopelessness.
4  | DISCUSSION
This grounded theory study enhances the conceptual understand-
ing of the working alliance in the context of nursing care for people 
experiencing suicidal ideation on psychiatric wards. The working al-
liance can be understood as an interpersonal and collaborative re-
lational process, which is underpinned by the core variable ‘seeking 
connectedness and attunement with the person at risk of suicide’. 
The nurses’ perspectives highlight that trust, open communication 
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and a commitment from person to person are foundational con-
structs in the working alliance. This understanding is strengthened 
by the insight that an interpersonal and collaborative orientation 
was sometimes largely absent. Indeed, nurses might form relation-
ships with people with suicial ideation that are more accurately con-
ceptualized as an ‘instrumental tie’, which encompasses a controlling 
and directing approach. Then, nurses prioritize the management of 
suicide risk by enforcing containment interventions. More subtly, 
their verbal acts, such as talking about suicide and making agree-
ments represent a mechanism to control people and enhance peo-
ples’ compliance with clinical routines.
These insights highlight a power dynamic in nurse–patient re-
lationships. Nurses can influence or control the level of peoples’ 
choice and involvement in relation to decision-making, such as de-
cisions about restrictions and ward leave. The literature suggests 
that the indiscriminate use of such professional power can create 
negative consequences for patients, including feeling objectified 
and disempowered, as well as for nurse–patient relationships, in-
cluding disruption of communication and connection (Berg, Rørtveit, 
& Aase, 2017). Hence, forming a working alliance requires nurses to 
strive for a well-considered use of their professional power. Nurses 
should consciously use themselves, their knowledge and relational 
processes (e.g., trust) in a way that opens doors for connecting and 
collaborating with patients as persons and attuning to their needs 
and perspectives. To this end, the findings highlight the skills and 
qualities nurses employ to develop a working alliance, including 
being genuine and transparent and conveying closeness and sup-
port. Simultaneously, nurses should be reflective and self-aware, 
especially about their own emotions (e.g., anxiety), which can dis-
turb their clinical judgement and make them act too controlling and 
instrumental. The findings also suggest that certain patient-related 
conditions, such as lack of trust and communication and preoccu-
pation with suicide plans, can reinforce the challenge for nurses 
to connect with patients and attune to their perspective. In view 
of such challenges, previous literature highlighted the opportunity 
of ‘mutual withdrawal’, where nurses and patients start to avoid 
each other (Coatsworth-Puspoky, Forchuk, & Ward-Greffin, 2006; 
Peplau, 1989).
The present study is one of few that have examined the in-
teraction between relational and clinical aspects of nursing prac-
tice. Consistent with previous research, the findings reflect core 
processes underpinning the nurses’ clinical judgement, including 
getting to know patients as persons and being sensitively vig-
ilant and attentive (Bowers, Dack, Gul, Thomas, & James, 2011; 
Cameron, Kapur, & Campbell, 2005). Additionally, nurses try to 
balance diverse, sometimes competing, roles and responsibil-
ities. For example, some nurses refrained from using structured 
suicide risk assessment instruments because they believed that 
they hamper their focus on connecting with people experiencing 
suicidal ideation. Others indicated that they conduct enhanced 
observations, but only in a way that conveys closeness and sup-
port to people. These insights expand the evidence that over-
emphasis on protection and containment interventions puts the 
nurses’ focus on connectedness and attunement under pressure 
and thereby undermines patients’ relational and emotional needs 
(Berg et al., 2017; Hagen et al., 2017).
Simultaneously, at least for some nurses, the focus on connect-
edness and attunement may impede the systematic nature of their 
contributions to suicide prevention. Recognizing suicidal ideation as a 
multidimensional and fluctuating phenomenon (Klonsky et al., 2016), 
one may argue that relying on relational processes (e.g., trust) while 
refraining from systematic and structured assessment, is insufficient 
and may have adverse effects when it overshadows the nurses’ atten-
tion to the realities of risk (Slemon, Jenkins, & Bungay, 2017). Towards 
a more integrative perspective, researchers call for combining clini-
cal judgement with suicide risk assessment instruments (Cutcliffe & 
Barker, 2004; Runeson et al., 2017). Nurses can use assessment in-
struments in a way that facilitates meaningful conversations about 
suicide and a shared understanding with people about their suicidal 
ideation. Additionally, the findings suggest that nurses can benefit 
from guidance concerning the use of evidence-informed practices, 
such as safety planning, psychotherapy and the involvement of sup-
portive relatives (Cahill, Paley, & Hardy, 2013; Sellin, Asp, Wallsten, & 
Wiklund Gustin, 2017; Stanley & Brown, 2012).
The findings also highlight the perceived impact of the working 
alliance. This understanding is crucial in the context of nursing, where 
nurses fight against invisibility and lack clear articulation of their con-
tribution to patient outcomes (Santangelo, Procter, & Fassett, 2018; 
Santos & Amaral, 2011). While nurses indicated that developing a 
working alliance can enhance their own potential (e.g., enhanced 
knowing and understanding), they also referred to the impact of the 
working alliance on patients and their interaction with patients. For 
example, nurses perceived that the working alliance could facilitate 
a shared sense of openness; function as a safety net; and reflect a 
space for patients to feel validated. The findings seem to align with 
patient experiences, indicating that forming connections with profes-
sionals facilitates the expression of suicidal ideation and supports a 
sense of safety and security (Berg et al., 2017; Hagen et al., 2018). 
Additionally, people with suicidal ideation voice their desire to interact 
with nurses who genuinely care and listen, communicate acceptance 
and understanding and adopt a collaborative stance. These elements 
in nurse–patient relationships can support peoples’ autonomy, inspire 
their hope and provide ‘contrary experiences’ that help them think 
more positively about themselves (Cutcliffe, Stevenson, Jackson, & 
Smith, 2006; Vatne & Naden, 2018).
From a conceptual perspective, similarities and differences can 
be considered between the working alliance and other nurse–pa-
tient relationships. In addition to the distinction between the work-
ing alliance and the ‘instrumental tie’ mentioned above, the working 
alliance can also be associated with the ‘therapeutic relationship’. 
Without being exhaustive and acknowledging the lack of patient 
perspectives, it seems that the foundational constructs of both re-
lationships are similar, including regular interaction, mutual trust, 
interpersonal communication and knowledge and understanding of 
the person (Forchuk & Reynolds, 2000; Peplau, 1989). Additionally, 
therapeutic relationships embody consistent interactions to support 
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therapeutic progress in people, where nurses assist people to learn, 
generate self-understanding and resolve their own mental health 
problems (Forchuk & Reynolds, 2000; Peplau, 1989). However, such 
a central therapeutic role was not voiced by the nurses. This may be 
explained by nurses’ lack of orientation or capacity to support ther-
apeutic progress in people. Simultaneously, nurses were strongly in-
volved in a coordinating role, including assessment, evaluation and 
documentation. Whereas the findings suggest that nurses’ coordi-
nating activities are crucial in the multidisciplinary teamwork and can 
generate therapeutic effects (e.g., safety planning), they also show 
that overemphasis on coordinating activities undermines nurses’ in-
terpersonal engagement. Then, interactions with people reflect an 
instrumental discourse to gather suicide-related information and 
steer decision-making, rather than a vehicle to be genuinely present, 
collaborate with people and support their therapeutic progress.
Hospital and ward leaders should create conditions that support 
nurses in developing a working alliance with people experiencing sui-
cidal ideation. This requires a ‘complex intervention’ as the working 
alliance encompasses an interaction between nurses’ interpersonal 
qualities and skills, the clinical dimensions of care and the care con-
text (Craig et al., 2008). From this perspective, hospital and ward 
leaders should implement a recovery-orientated model of care, 
which embraces interpersonal and collaborative relationships and 
makes the experiences of patients and their relatives the focal point 
of treatment (Barker & Buchanan-Barker, 2011; Zugai, Stein-Parbury, 
& Roche, 2015). Additionally, leaders have an important responsibil-
ity to promote teamwork and support so that it feeds constructively 
into the nurse–patient working alliance. The findings suggest that 
nurses need a safe and supportive environment wherein they feel 
empowered and are encouraged to discuss their interactions with 
people experiencing suicidal ideation. They can benefit from sup-
port systems, such as debriefings, supervision and reflection groups, 
which enable the critical reflection, emotional regulation and open 
attitude necessary to centre their interactions on connecting with 
people and attuning to their perspective (Hagen et al., 2017; Lees 
et al., 2014; Talseth & Gilje, 2011). Likewise, factors that enable con-
sistency in developing a working alliance should be considered, in-
cluding available time and reasonable workloads (Zugai et al., 2015).
4.1 | Limitations
First, the lack of patients’ perspectives is a limitation, especially given 
the study's aim to understand nurse–patient relationships. Second, 
the one-time semi-structured interviews did not allow to develop an 
in-depth understanding of how working alliances develop over time 
and ‘observe’ how nurses use clinical skills and procedures. Third, 
there is a risk that the sample included nurses that shared the pri-
orities stated by the national mental healthcare reform, including 
fostering less restrictive and person-centred environments, sharing 
power and responsibility with patients and conforming to suicide 
prevention guidelines (Mistiaen et al., 2019; Vandewalle et al., 2018).
5  | CONCLUSION
This study examined the working alliance from the perspective of 
nurses in psychiatric wards. The findings reveal that the working alli-
ance is an interpersonal and collaborative relational process, under-
pinned by the core variable ‘seeking connectedness and attunement 
with the person at risk of suicide’. Nurses highlighted the value of the 
working alliance in helping people turn away from suicidal ideation 
and safeguarding them against suicide.
Forming a working alliance is not to be taken for granted. 
Whereas the working alliance is conceptualised as an interpersonal 
and collaborative process, nurses might also develop an instrumental 
tie with patients. This kind of relationship is fuelled by a narrow view 
on preventing suicide and it encompasses a—sometimes subtle—con-
trolling and directing approach to patients. Thus, forming a working 
alliance requires nurses to carefully balance the power dynamic in 
their relationships with patients, thereby opening doors to involve 
patients, connect with them as persons and attune to their needs and 
perspectives.
The study's relevance also lies in integrating relational and clini-
cal aspects of nursing practice. Nurses need adequate support and a 
range of skills and qualities to develop a working alliance. Moreover, 
the findings highlight the challenges and opportunities for nurses to 
integrate relational care with their contributions to suicide preven-
tion and treatment of suicidal ideation. Complex interventions are 
needed to support advanced nursing practice, where nurses assess, 
evaluate and respond to peoples’ suicidal ideation in harmony with a 
commitment to connect with people and attune to their perspective. 
Consequently, people with suicidal ideation may feel truly listened 
to, understood and acknowledged by nurses and perceive that their 
relational and emotional needs are met.
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